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A B S T R A C T 

Objective: Obsessive-compulsive disorder (OCD) is a common mental health condition in which a person 
has obsessive thoughts and compulsive behaviors. Methodology: This study has a review on two most 
common sub-types, Scrupulosity, and hyper-responsibility. Unfortunately, there is still not known that 
How common is scrupulosity, but it's seen most commonly in the Muslim community. Results: It can 
affect individuals from a variety of different faith traditions as well as Islam. Inflated responsibility beliefs 
play a vulnerability and maintenance cognitive factor for obsessive-compulsive disorder (OCD). In this 
study, Conclusion: we have a quick review on this two sub-type of OCD and how to measure them. 
Studies in Muslim communities are needed to better investigate the relation between O.C.D and the two 
given sub-type. 

 

 
 

1. Introduction 

Paul Salkovskis in 1985 drew attention to the Role and Mechanism of Cognition in the process of formation the Obsessive Disorder. His main 
contributions have been in the areas of cognitive models and treatments of anxiety disorders and in health psychology. His theoretical paper on a cognitive 
theory of Obsessive compulsive disorder was a synthesis of the work of Beck and Rachman, and highlighted the role of the way in which intrusions were 
interpreted as a sign of “responsibility” for harm or its prevention. Such interpretations were described as motivating compulsive behavior, paving the way 
for new cognitive strategies for the treatment of OCD*. With the growing evolution of OCD our understanding of key cognitive structures involved in this 
specific disorder, such as “over-importance of thought”, “control of thought”, “inflated feelings of responsibility or over-responsibility”, “overestimation 
of threat” and “intolerance for uncertainty”, “scrupulosity “become more advanced. 
Obsessive-compulsive disorder is characterized by the presence of either obsessions or compulsions, but commonly both. An obsession is defined as an 
unwanted intrusive thought, image or urge, which repeatedly enters the person's mind. Unwanted intrusive thoughts, images or urges are almost universal 
in the general population and their content is usually indistinguishable from clinical obsessions. Compulsions are repetitive behaviors or mental acts that 
the person feels driven to perform, it is a repetitive behavior or mental act that is carried out in response to an obsession (Morgan and Kirkwood, 2009). It 
happens because of alleviating the anxiety caused by an obsession. A compulsion can either be overt and observable by others, such as checking that a 
door is locked, or a covert mental act that cannot be observed as in repeating a certain phrase in the mind†. A compulsion does not bring pleasure to the 

 
 
 
* https://members.academyofct.org/i4a/pages/index.cfm?pageID=3310 
† OBSESSIVE-COMPULSIVE DISORDER AND BODY DYSMORPHIC DISORDER 
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patient (Morgan LA, Kirkwood CK). Often, the patient experiences shame and tries to keep this condition a secret because he or she knows that these 
thoughts or actions are excessive or unreasonable (Fenske JN, Schwenk TL). TABLE 1 lists some common obsessions (Fenske JN, Schwenk TL).  
 

Table 1. Common Obsessions and Compulsions 
Obsessions 
Aggressive impulses (e.g., hurting a child or parent) contamination (e.g., becoming contaminated by shaking hands with someone) Need for 
order (e.g., extreme distress when objects are asymmetrical or out of order) 
Religion (e.g., blasphemous thoughts or worry about unknowingly sinning)  Repeated doubts (e.g., wondering whether a door was left 
unlocked)  Sexual imagery (e.g., recurrent pornographic images) 
Compulsions 
Checking (e.g., repeatedly checking appliance, alarm or locks) 
Cleaning (e.g., repetitive handwashing) 
Hoarding (e.g., saving useless item or trash) 
Mental ats (e.g., counting, praying or silently repeating words) 
Ordering (e.g., rearranging object to achieve symmetry) 
Reassurance -seeking (e.g., repetitively asking others for reassurance) 
Repetitive actions (e.g., repeatedly walking in and out of a doorway) 

2. Materials and methods  

Familial and the Unique Environment are two significant factor in causing the O.C.D. Family studies have quite convincingly shown that early-onset OCD 
is familial. The remaining variance is almost entirely explained by unique environment, D. C. Cath, shown some important environmental factors involved 
in OC symptomatology have been identified by the comparison of monozygotic (MZ) twins (Danielle et al., 2008). This phenomenon explains why 
terrorist occur in the family and friends' networks‡. 

2.1. O.C.D Subtype 

2.1.1. Scrupulosity 
  A specific subtype of OCD is known as Scrupulosity or Religious OCD. Individuals who suffer from Religious OCD have obsessive thoughts about 
committing sins, having blasphemous thoughts and images, behaving morally and going to hell. Compulsive behaviors include excessive praying, 
repeating religious rituals and bible verses, reassurance seeking, confessing and avoidance. It is quite common that the person with this type of OCD is 
often not aware that these symptoms are actually a type of OCD. Experts found that scrupulous obsessions in OCD were ranked as the fifth most common 
obsession, with 6% of participants endorsing it as their primary obsession. Additionally, it has been estimated that religious obsessions occur in 25% of 
individuals with OCD. One study showed that OCD symptoms presentation can be influenced by one's religion and culture. Abramowitz et al. (2004) 
highlighted this point by finding that Protestant individuals with high levels of religiosity had the highest severity of OCD symptoms.  
Nelson and Abramowitz by using a large sample of OCD patients examined (a) the relationship between religiosity and scrupulosity, (b) the association 
between scrupulosity and the severity of OCD, anxiety, and depressive symptoms, and (c) the connection between scrupulosity and cognitive domains 
related to OCD. They indicate that scrupulosity symptoms are present in each presentation of OCD. Scrupulosity was correlated with obsessional 
symptoms and several cognitive domains of OCD, including beliefs about the importance of, and need to control intrusive thoughts, an inflated sense of 
responsibility, and moral thought-action fusion. In their research Scrupulosity showed a significant associated with obsessional symptoms as assessed by 
the OCI-R. However, in contrast to their expectations, checking and neutralizing rituals were not related to scrupulosity. The moderately strong 
relationship between scrupulosity and obsessional problems is in line with the between-groups analysis discussed above, and with several studies finding 
that religious obsessions load together with sexual and violent/aggressive obsessions and comprise a collection of especially anxiety evoking 
(unacceptable, repugnant, immoral) obsessional thoughts. Nelson and Abramowitz's finding is also in line with cognitive-behavioral models of OCD. That 
is, individuals with scrupulosity, who by their nature impose strict moral standards upon themselves and are hypervigilant of moral/religious sin, might be 
Exquisitely sensitive to intrusive sexual or sacrilegious thoughts that conflict with their belief/value system. For example, a scrupulous individual might 
find even the passing thought of an extramarital sexual encounter with a stranger more disturbing, and resist it more intensely than would an individual 
without scrupulosity, leading to obsessional problems (Elizabeth et al., 2006). In other study, Abramowitz et al. (2003) found that mental compulsions that 
patients use to neutralize obsessional distress (e.g., mentally ‘‘cancelling out’’ bad thoughts) co-occurred with sexual, harming, and religious obsessions 
(Abramowitz et el. 2003). Hence, scrupulosity is unrelated to global OCD symptom severity (e.g., time spent with symptoms, functional interference) as 
assessed by the interviewer-administered Y-BOCS Tek and Ulug (2001).  

 
 
 
‡ https://www.theguardian.com/world/2015/nov/17/jihad-by-family-terrorism-relatives-isis-al-qaeda 
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2.1.2. Scrupulosity Questionnaire 
Penn Inventory of Scrupulosity (Abramowitz et al., 2002) is a 19-item self-report measure developed to assess scrupulosity in the context of OCD (i.e., 
religious obsessions). The PIOS consists of two subscales: one measuring fears of having committed a religious sin (Fear of Sin; e.g., I am afraid of 
having sexual thoughts), and the other measuring the fears of punishment from God (Fear of God; e.g., I worry that God is upset with me). Items are 
scored on a 5-point scale ranging from 0 (never) to 4 (constantly). Participants are also asked to indicate their current religious affiliation and degree of 
religious devotion on a scale from 1 (not at all devoted) to 5 (very strongly devoted). 

2.2. Hyper-Responsibility/ Inflated Responsibility 
One of the driving forces behind obsessive-compulsive disorder (OCD) is an inflated sense of responsibility, known as hyper-responsibility. Those who 
suffer from hyper-responsibility believe they have more control over what happens in the world than they actually do§.  
Individuals diagnosed with OCD exhibit non-functional beliefs in the form of an inflated sense of responsibility with relation to the need for protecting 
themselves and their environment, accompanied by a belief that they will face serious negative consequences while fulfilling this responsibility. To 
mitigate the anxiety stemming from this inflated sense of responsibility, individual does compulsive behaviors.Such behaviors soothe the individual in the 
short term, while feeding the obsessions, beliefs, intrusive thoughts and self-evaluations in the long-term. In a number of studies highlighting the 
importance of hyper- responsibility, patients in the high responsibility condition were reported to display higher levels of compulsive behaviors than those 
in the low responsibility condition (Arntz et al., 2007)  

2.2.1. latent aggression, Inflated responsibility 
Inflated responsibility is increasingly regarded a pathogenetic mechanism in obsessive-compulsive disorder (OCD). Some studies show there is mounting 
evidence that latent aggression is also elevated in OCD (Moritz et al., 2009). Despite the high frequency of violent and aggressive thoughts associated 
with OCD, there is no significant evidence that these individuals are at risk of acting on their obsessions. In fact, some evidence suggests that the presence 
of OCD is actually protective against aggression (Booth et al., 2014). In explaining these findings, it can be stated that people with the OCD experience 
significant feelings of anger and aggression, but are unable to express these feelings (Navidi, 2008). There is no research to examine what if individual 
who suffers by OCD take authority to do violence what would be done. Moreover, there is no study explicitly stating that inflated responsibility increases 
the control behavior in OCD cases, which reveals that “inflated responsibility” beliefs alone do not suffice to explain OCD. It is suggested a studying 
about Hyper-Repsobsicibity when individual who suffers by OCD receives the permission from their sources of authority to show shows their violent. 
He proposed that two levels of responsibility-related cognitions (responsibility assumptions and responsibility appraisals) interact with other cognitive 
factors (e.g. general threat appraisals, other assumptions about controllability etc.) in obsessional problems. In order to evaluate the extent and specificity 
of responsibility assumptions and appraisals, they designed two tests, the Responsibility Attitude Scale (RAS) and the Responsibility Interpretations 
Questionnaire (RIQ).  

2.2.2. Responsibility Attitude Scale (RAS) 
The RAS is a 26 items questionnaire**, designed to assess general beliefs about responsibility.  Each item is rated on a 7-point scale (from “totally agree” 
to “totally disagree”), according to how much the subject degrees or disagrees with specific statements, by choosing the anchor which best describes how 
he/she thinks. 

2.2.3. RAS questionnaire, King’s College University 
RAS questionnaire lists different attitudes or beliefs which people sometimes hold. Read each statement carefully and decide how much you agree or 
disagree with it. For each of the attitudes, show your answer by putting a circle round the words which BEST DESCRIBE HOW YOU THINK. Be sure to 
choose only one answer for each attribute. Because people are different, there is no right answer or wrong answer to this statement. To decide whether a 
given attitude is typical of your way of looking things, simply keep in mind what you are like MOST OF THE TIME. (table 2) 
 
 

Table 2. Seven-point scale 

TOTALLY 
AGREE 

AGREE 
VERY 
MUCH  

AGREE 
SLIGHTLY  

NEUTRAL  
DISAGREE 
SLIGHTLY  

DISAGREE 
VERY 
MUCH  

TOTALLY 
DISAGREE 

1. I often feel responsible for things which go wrong.  
2. If I don’t act when I can foresee danger, then I am to blame for any consequences of it happens.  
3. I am too sensitive to feeling responsible for things going wrong. 
4. If I think bad things, this is as bad as doing bad things. 

 
 
 
§ https://psychcentral.com/lib/ocd-and-hyper-responsibility/ 
** King’s College London University offer the pdf version of the the Responsibility Attitude Scale (RAS) questionnaire 
https://www.kcl.ac.uk/ioppn/depts/psychology/research/ResearchGroupings/CADAT/Research/OCD-Questionnaires.aspx  
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5. I worry a great deal about the effects of things which I do or don’t do. 
6. To me, not acting to prevent disaster is as bad as making disaster happen. 
7. If I know that harm is possible, KI should always try to prevent it, however unlikely it seems. 
8. I must always think through the consequences of even the smallest actions. 
9. I often take responsibility for things which other people don’t think are my fault. 
10. Everything I do can cause serious problems. 
11. I am often close to causing harm. 
12. I must protect others from harm. 
13. I should never cause even the slightest harm to others. 
14. I will be condemned for my actions. 
15. If I can have even a slight influence on things going wrong, then I must act to prevent it. 
16. To me, not acting where disaster is a slight possibility is as bad as making that disaster happen. 
17. For me, even slight carelessness is inexcusable when it might affect other people.  
18. In all kinds of daily situations, my inactivity can cause as much harm as deliberate bad intentions.  
19. Even if harm is a very unlikely possibility, I should always try to prevent it at any cost. 
20. Once I think it is possible that I have caused harm, I can’t forgive myself. 
21. Many of my past actions have been intended to prevent harm to others. 
22. I have to make sure other people are protected from all of the consequences of things I do. 
23. Other people should not rely on my judgment. 
24. If I cannot be certain I am blameless, I feel that I am to blame. 
25. If I take sufficient care then I can prevent any harmful accidents. 
26. I often think that bad things will happen if I am not careful enough. 

It is clear that RAS questionnaire is based on European societies rather than the Muslim society, so here rewrites the most adapted questionnaire oriented 
to the Muslim society necessity to feel needed.  

2.2.4. Responsibility Questionnaire (RQ)  
The RQ consists of 60 items††. Each item is rated on a 7-point scale according to the degree with specific statements (from 1= “totally agree”, to 7= 
“totally disagree”).  

2.3. The Obsessive-Compulsive Cognitions Working Group (OCWG),  
It was reported that false beliefs regarding inflated responsibility, perfectionism and certainty, and importance/control of thoughts are effective in 
developing OCD. Based on these findings, the Obsessive-Compulsive Cognitions Working Group prepared the Obsessive Beliefs Questionnaire that could 
be used to evaluate all these beliefs. The short version of this questionnaire categorizes the obsessive beliefs in three basic areas described here: 
“responsibility and threat estimation,” “perfectionism and certainty,” and “the importance/control of thoughts”. Obsessive beliefs questionnaire: It is a 
self-assessment tool for the evaluation of beliefs associated with obsessive-compulsive symptoms. Consist of a 44-item version of the test was used. The 
scale tested the three subscale criteria described above including “responsibility and threat estimation,” “perfectionism and certainty,” and 
“importance/control of thoughts.” The responsibility/ threat estimation, perfectionism/certainty, and importance/control of thoughts subscales could be 
exemplified with the respective following statements: “in daily situations, a failure to prevent harm is just as bad as deliberately causing them,” “if I’m not 
absolutely sure of something, I’m bound to make a mistake,” and “if I have a bad thought, it means I’m a bad person.” 

2.4. How the Measures O.C.D 
Several different methods are used to assess obsessive-compulsive symptoms, including diagnostic interviews, clinician administered inventories, self-
report measures and parent-report measures. In fact, in the past few years, numerous OCD measures have been developed and/or published. Interviews 
facilitate diagnostic decisions by utilizing specific questions to assess symptoms according to Diagnostic and Statistical Manual of Mental Disorders 5th 
Edition (DSM-IV) criteria‡‡ . The most commonly used assessment instrument within clinical and research settings is the Yale- Brown Obsessive-
Compulsive Scale (Y-BOCS) and its counterpart for children, the Children’s Yale- Brown Obsessive- Compulsive Scale. The Y-BOCS and CY-BOCS are 
conducted in an interview format with a trained clinician, and measure OCD symptoms and severity over the previous week. The Y-BOCS and CY-BOCS 
consist of several parts, including items querying the presence of various obsessions and compulsions and items assessing the severity of symptoms. For 
example, there are questions about how much time obsessions and compulsions take, as well as how much distress they cause. Scores for all items are 
determined by the clinician on the basis of the person’s report parent(s)/spouse’s report and behavioral observations§§. Brief self-reports are ideal tools to 

 
 
 
†† King’s College London University offer the pdf version of the Responsibility Questionnaire (RQ) questionnaire at 
https://www.kcl.ac.uk/ioppn/depts/pschology/research/ResearchGroupings/CADAT/Research/OCD-Questionnaires.aspx  
‡‡ http://dsm.psychiatryonline.org/doi/book/10.1176/appi.books.9780890425596 
§§ More Information avaibale at the https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4994744/ 
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preliminarily identify symptoms and quantify severity in a time-limited setting. Self-report measures are cost effective, require minimal training to 
administer and interpret, and have the advantage of removing potential interviewer bias (Catapano et el., 2010). While there has been no evaluation of 
diagnostic sensitivity for any youth self-report measure, the OCI-CV and C-FOCI may serve as acceptable screening tools to identify symptoms in youth 
(Amy M. Rapp, R. Lindsay Bergman, John Piacentini, and Joseph F. McGuire). 
Although the Yale-Brown Obsessive Compulsive Scale (Y-BOCS) and the Padua Inventory-Revised (PI-R) are the most widely used instruments for 
assessing presence and severity of symptoms in obsessive-compulsive disorder (OCD), the correlation between the two instruments is surprisingly low 
(Anholt et al.,2009). 

3. Discussion and results  

3.1. Padua Inventory-Revised 
The Pdua Inventory-Revised is a 39item self-report measure of symptoms of OCD. Respondens are asked to identify the degree to which they agree with 
each item on a 5-item scale ranging from NOT at all to Very much. Scores are calculated for five subscales: contamination obsessions and washing 
compulsions, dressing/grooming compulsion, checking compulsions, obsessional thought of harm to self/others, and obsessional impulses to harm self-
others. The PI-R has demonstrated strong psychometric properties. 

3.2. Beck Depression Inventory (BDI)  
The BDI is a 21-item questionnaire where subjects rate themselves (on a scale from 0 to 3) according to the extent to which they exhibit cognitive, 
affective, somatic, and vegetative symptoms of depression. The BDI has been extensively used in clinical and non-clinical samples***.  
 
 

4. Conclusion  

The present review was the first to address the phenomenon of scrupulosity and inflated responsibility and its current measurement. We highlighted that 
that scrupulosity symptom mostly is present in each presentation of OCD in Muslim society. patients suffering primarily with severe unacceptable 
obsessional thoughts (i.e., religious, violent) evidenced greater levels of scrupulosity compared to those with primary contamination symptoms. Also, 
responsibility serves as an important construct for certain types of OCD. We considered that the association between specific kinds of responsibility and 
obsessive-compulsive behaviors may have important implications. The current measurement is surely adapted to Western culture, moreover, as the 
measurement instruments should be compatible with the cultural environment so we strongly recommended designing a new questionnaire and 
measurement suitable for Muslim's area. 
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